THE word "innocent" in this connexion is somewhat of a misnomer, and it is only in a comparative sense that its use can be justified. Few, if any, tumours of the rectum are innocent of causing trouble to their possessors, and very many, indeed the most common, of so-called innocent tumours of the rectum are potentially malignant; in fact, one of the great advances of modern surgery has been the recognition of this and the ensuing practice of removing wherever possible all innocent tumours at the earliest opportunity. I am convinced that many valuable lives have been saved by this means, and in the future it will have wider application as our diagnosis of these conditions improves.
We have to-day in this room one of the most complete, if not the most complete, collection of these tumours that has as yet been collected in any one place, and these specimens will speak for themselves far better than I can hope to do for them. I shall not, therefore, attempt to deal exhaustively with the pathological side of these so-called innocent tumours, but confine my remarks in the main to the clinical rather than to the pathological aspect, hoping that the few remarks I am able to offer will give rise to one of those valuable discussions for which this Sub-section is famous.
Hypertrophied papillae are found at the white line of Hilton and are the remains of the membrane which, in embryonic life, separated the hind gut from the proctodeum before these structures joined to form the rectum. As a rule, this membrane entirely disappears, but in some 24 per cent. of persons a slight trace remains and can be detected with the proctoscope. Occasionally, these papillke become considerably hypertrophied and give rise to fibrous polyps. The usual number of such polyps varies from one to three. Naevi are very infrequent in the neighbourhood of the rectum, and, as a rule, are unimportant. An exception, however, must be made in the case of cirsoid or cavernous n%vus. This is a very rare condition, of which I have only seen two cases. In both, the tumour involved the whole rectum and a large part of the sigmoid flexure. The vessels were nearly as large as the little finger, and alarming attacks of bleeding occurred periodically, which threatened the patient's life. My own patient was about 48 when he died, in Paris, from sudden halmorrhage. The other case, pictures of which I shall be able to show you, occurred in a girl aged 1,5 under the care of Dr. Bensaud, of Paris. An attempt was made to do something by means of a laparotomy, but, on exposing the tumour, it was obvious that any interference would be fatal, owing to the enormous vessels which were feeding it. [November 10, 1926. Post-sacral dermoids more often present themselves as coccygeal fistulae. They were for a long time a great puzzle to surgeons. These fistule alwavs arise in the same spot, over the tip of the coccyx at the point where the post-anal dimple is sometimes found. If treated in the ordinary way, by being incised, they fail to heal. It was first pointed out by Sir John Bland-Sutton that they are congenital and due to a sequestration dermoid. Careful examination will show the epithelial lining and frequently reveals hair growing from the interior of the fistula. There are several specimens here this afternoon showing such fistulae with hair growing from the interior. A diagnosis can be made from the fact that the main track of the fistula leads towards a point opposite the tip of the coccyx. Successful treatment consists in complete excision of all parts of the fistula. If any of the epithelial lining is left behind, the wound will not heal.
There are several kinds of pre-sacral dermoids. These cysts are situated immediately in front of the sacrum, between it and the rectum. They often overlap the rectum on either side to a considerable extent anld displace it forwards. The removal of these dermoids is a very difficult operation. What often happens is that someone opens the dermoid, thinking he is dealing with an abscess, with the result that suppuration occurs. I have now in hospital a woman who ruptured one of these dermoids during the second stage of labour. As a rule, when one is called upon to deal with these cases there is already a long track leading to the remains of the Wcyst and discharging pus freely. Removal of such dermoids is difficult enough, but their removal after they have been incised and have suppurated is a very serious matter, and I know of no more difficult operation. Successful treatment, however, necessitates complete removal of every portion of the cyst, and unless this is achieved not only will the suppuration go on indefinitely, but in course of time some part of the cyst wall is liable to undergo malignant change; at least I have seen one case in which this took place. The correct treatment is to make an extensive excision and laboriously remove every portion of the cyst. The fact that the wound is septic does not render a good result any easier. These pre-sacral dermoids occur in a number of varieties. They may contain hair and teeth, but those of the most common variety are simply lined with squamous epithelium and filled with pultaceous matter. In a few the cyst is lined with ciliated epithelium and we must assume that it originated from the structures forming the central canal of the spinal cord. In one tumour which I removed some years ago from a patient in St. Mark's Hospital, the cells lining the cyst resembled glioma cells of the brain. Cases have been described in which long locks of hair grew from the lining of the tumour and, protruding frolm the patient's anus, had to be clipped periodically-shingled, in fact. Several instances of teratoid tumours of the rectum have been described, in which, as might be expected, the contents were very mixed.
There are several different kinds of war-ts. Those of the more typical variety were ascribed to gonorrhoea, probably wrongly. These warts are thin, whitish processes rather like seaweed, growing around the anus and often attaining a considerable size.
The other less common variety shows a raised nodular surface which is hard. This nodular variety often covers an extensive area and may be mistaken for epithelioma. A patient in St. Mark's Hospital during the war had this variety of wart over an area nearly as large as a soup plate. It was eventually cured with nitric acid, but it took many weeks to burn away all the warts. My experience of these warts is that the most successful treatment consists in cutting them away as far as possible and then, as they recur, burning them down with fuming nitric acid. Although this sounds painful, yet it is both painless and effective.
Infective papillomata are really included under the heading of wvarts. They may be due to a great variety of conditions, most of which are obscure. A pri7nary chancr-e ,251
really comes under this heading, and some of these papillomata, which are not syphilitic, closely resemble chancres, and on microscopical examination may be found to contain spirochtctes. Recently I lhad a patient suffering from one of these infective papillomata, wlho in the course of a few months developed an epithelioma in the base of the previously innocent papilloma. It will therefore be seen that these conditions are not always so larmless as they appear to be.
Another condition which is included under the heading of warts is thberculide. This is a very rare form of tubercle found at the anal margin; it, too, is generally mistaken for an epitheliomna. The tuberculide is a small, raised, flat, white papilla and it very closely resembles an epitlhelioma in appearance. A specimen is shown here to-day. Liponmata in connexion with the rectum are rare, but several cases of lipomata of the colon have been described. They have generally been detected owing to their liability to give rise to intussusception. Fibroid polypzi are fairly common, and a great many varieties are met with.
Fibroid tumours of the large bowel appear to originate most frequently as the result of some form of injury. Thus, fibroid polypi at the anal margin usually arise fron strangulated piles. The pile probably becomes strangulated and eventually is returned into the rectum, where, as the result of inflammation, it slowly becomes converted into fibrous tissue. Such fibroid polypi tend slowly to increase in size. I have seen some of them as large as pigeons' eggs. I have occasionally seen a fibroid polypus originate as the result of the injection treatment for piles. Very occasionally a hypertrophied papilla becomes enlarged into a polypus. In the colon fibroid polypi are often found associated with clhronic strictures, ana there is a beautiful specimen in St. Bartholomew's Hospital Museum of a simple fibrous stricture of the transverse colon with long filiform polypi growing from its immediate neighbourhood. Again, in cases of hyperplastic tuberculous stricture it is very usual to find large numbers of polypi associated with the stricture; exactly how these arise is at present rather uncertain.
By far the commonest variety of innocent tumour met with in the neighbourhood of the rectum or colon is an adenoma. Adenomata occur in two main varieties. They often occur as single, small tumours, which may grow to a very considerable size and are then called villous tumours or papillomata, and a great variety of specimens of this condition are shown this afternoon. They give rise to considerable bleeding and much mucous discharge. WIhen examined they are quite soft and often cover a very considerable area of the rectum. In my experience they are more often sessile than peduniculated. I once removed three such tumours from one patient; two of them in the rectum and one in the pelvic colon, each tumour being as large as an orange. Free removal of a large villous tumour often gives rise to considerable difficulty. In view of the tendency these tumours exhibit to undergo malignant change, they are best treated by complete resection of the rectum, but patients frequently refuse to submit to such an operation for a condition whiclh is not yet malignant, and so I have often removed the tumours by a local resection, with restoration of the bowel. These operations may be very difficult, and I have found the best way of tackling them is to remove the coccyx and lay open the rectum from behind. The tumour is then removed witlh -in. of healthy tissue and the bowel is carefully sewn together again, proper drainage being provided both by the anus, either by means of a tutbe or by division of the sphincter muscle posteriorly, and by a wick drain at the back. Such cases do very well and complete restoration of function results. The patients require, however, to be kept under supervision at least three years afterwards, so that any sign of recurrence can be immediately dealt with. My own practice is to see such patients every three months, and if there is any sign of recurrence to burn the growth away witlh fuming nitric acid, or the actual cautery. I lhave one patient at the present moment who was operated upon in this way over twenty years ago. So frequently are adenomata found associated with cancer that for some years past we have carefully looked for them in all cases of cancer of the bowel, and we have found associated adenomata in nearly all the cases. It seems very probable that all cancers of the rectum and colon arise in the first instance as simple adenomata, but this is difficult to prove. A paper was read before this Sub-section during last Session by Dr. Dukes 1 on this subject, and several specimens illustrating this association are being shown here to-day. I am convinced that any adenoma in the rectum, however small, should be looked upon as a pre-cancerous condition, and that a patient who exhibits such adenomata should be most carefully watched, and the adenoma removed immediately. I have often noticed that where an adenoma is removed from one part of the rectum, within a few months another one arises in a different part. It seems that the formation of adenomata is an early stage in the development of cancer. Why some adenomata should become cancerous at a very early stage, while others grow into enormous tumours before becoming cancerous, we lhave no means of ascertaining at present.
Another variety of adenoma is mnulti)le adenorna, or, as it has sometimes been called, adenzomatosis or colitis polyposa. This condition appears to be a familial disease. The number of polypi which may be present in one individual runs into hundreds of thousands, and the entire bowel may be packed with them from the ileoceecal valve to the anus. The great majority are very small, hut some may be as large as pigeons' eggs. We have three families, members of which attend St. Mark's Hospital at the present time, exhibiting this condition. In two patients, both young Avomen, I have carried out a complete resection of the whole colon for this condition and one of the specimens is exhibited here to-day. Both these patients are in quite good health, and, indeed, one of them has increased in weight. The tendency to malignant disease in these cases of multiple adenoma is greater than with ordinary single adenoma. All the patients that I have been able to trace so far with this condition have died from cancer before the age of 50. One patient who was under my care at the hospital had no less than three primary growths in the colon at one time. The only treatment that seems to me likely to be of benefit in these cases is a complete colectomy, admittedly a serious operation, but well worth doing to save the patient dying from cancer at an early age.
Adenomnyoma is a curious tumour which is associated with the presence of chocolate cysts of the ovaries, and appears to arise from endometrial cells escaping into the peritoneal cavity by way of the Fallopian tubes during menstruation. Why it only occurs very occasionally is at present one of the mysteries of pathology. It would appear that some of the endometrial cells become grafted upon the ovaries, where they produce chocolate cysts, and that others fall to the bottom of Douglas's pouch, where they grow in the form of a tumour. The tumour involves the bottom of Douglas's pouch, the back of the uterus and the front wall of the rectum.
Microscopically, thiey show a mixture of adenoid and fibromyomatous tissue similar to the wall of the uterus. These tumours may reach a considerable size, and in one case I had to perform a complete abdomino-perineal resection and remove the whole rectum for this cotndition. This specimen is now in the Museum of the College of Surgeons and it shows three large tumours almost completely blocking ul) the rectum.
We have recently had three cases of this conditioin at St. Mark's Hospital. They were originally mistaken for carcinomata, but the absence of any ulcerative surface in the rectum led to a correct diagnosis in two cases before proceeding to operation. It is believed that these tumours may be made to retrogress by inducing an artificial menopause, and in one case I removed both ovaries, with the result that the tumour I Proceedings, 1926, xix (Sect. Surg., Sub-sect Proct.), p. 8. appears to be rapidly disappearing. In another case we tried, unsuccessfully, to bring about this result with radium and I propose to carry out an oophorectomy in this case also. I certainly think this is the correct treatment, as the removal of the tumour itself would be a most formidable operation.
Chordomata constitute a rare form of tumour arising in the remains of the notochord. They generally appear as small nodules between the rectum and the coccyx. They are not of much clinical importance except that they occasionally give rise to a malignant tumour resembling sarcoma. So far only about four cases have been reported Sacrococcygeal chordoma is probably the same condition. These tumours are supposed to arise in notochordal rests. They are encapsuled, are of a soft, jelly-like consistency, and are easily mistaken for a cyst. A recently recorded specimen weighed 13 lb. They are undoubtedly malignant, but tend to grow very slowly. The only case that I know of which has been described in this country was one recorded by Professor Stewart of Leeds. The patient was a man aged 65; the tumour was removed, but recurred ten years later with a fatal result.
Lastly, I record a rare form of tumour met with sometimes in the colon at the ileo-caecal valve. This has been called carcinoid, and a very interesting specimen is shown here to-day, which I removed froin an old lady aged 75. The tumour resembles a rodent ulcer of the skin, and appears to be about half way between an innocent and a malignant tumour. It does not give rise to any ulceration on the surface, but spreads in the submucous tissue. It seems to have but little tendency to recur, and if removed the prognosis is eminently favourable. I have by no means exhausted the subject of simple tumours of the large bowel, and I am afraid there is very much that I have left unsaid, but I do not wish to exhaust your patience by a long paper, but rather to suggest subjects for discussion.
Discutssion.-Sir CHARLES GORDON-WATSON said that the subject of the Presidential address was so vast that he proposed to limit his remarks to adenomata of the rectum and adenomnyomata of the recto-vaginal septum.
No doubt, as the President had stated, many carcinomata of the rectum began as simple adenomata, and the importance of regular inspection of cases after local removal of adenomata could not be too much emphasized. He (Sir Charles) could instance several cases in which neglect in that direction had had serious consequences. On the other hand there was no doubt that carcinoma did arise ab initio as carcinoma in the rectum, though unforturnately it was rare for the early growth to be recognized. It was always a difficult problem whether or not to excise the rectuin for a very small and early malignant growth, especially in the case of an adenomiia which showed early malignant changes. It required courage to advise a radical operation in these cases, but if we were content with a local excision we might live to regret it. His practice had varied in this respect and he was not prepared to make a dogmatic statement on the matter. With regard to the villous growth which involved a large area of the rectum and often completely encircled the bowel he would show on the screen two examples of extensive growth involving 4 to 5 in. of mucosa in the long axis and encircling the bowel. He had removed these at St. Mark's Hospital by a sacro-anal method. He first exposed the rectum fromr behind after removal of the coccyx and then mobilized the rectum. When possible, he had pushed up the reflection of peritoneum but did not hesitate to open it when necessary. After free mobilization the bowel was drawn down through the dilated sphincters subsequently to removal of the anal mucosa and then sutured to the skin margin. In the two cases shown he had secured a good functional result. In other instances when the villous growth involved the lower portion of the rectum he had removed as much as 5 in. of the rectal mucosa by gradual dissection without interfering with the muscular coats-a method which inight be described as a magnified Whitehead operation-the upper end was sutured to the anal margin. A specimen from an operation by this method was exhibited on the table. He was inclined to believe that the villous tumour which spread along the surface of the bowel was essentially innocent and differed in this respect from the sessile and nodular adenoma.
He had been much interested in adenomyomata involving the recto-vaginal septumn and would show on the screen a diagram illustrating the different sites at which these peculiar growths had been found. They were of especial interest to the rectal surgeon when met with in the recto-vaginal septum. A diagnosis could usually be established by the situation of the lump just behind the posterior fornix, by absence of involvement of the mucosa, and by the fact that pain occurred on defsecation during the menstrual period.
He had on two occasions successfully treated early adeno-myomata at the upper end of the recto-vaginal septum by implantation of radium needles through the posterior fornix. It was ilmportant to know that these cases responded to radium and did not give rise to metastasis.
If left alone they grew rapidly and became locally malignant, spreading into the broad ligament and across the pouch of Douglas, and often involving coils of intestine. In these instances surgical measures for relief, even if possible, might involve serious risks. In a case of this nature seen with the late Dr. Herbert Williamson, deep X-ray treatment had proved very successful in diminishing the mass and relieving symptoms. In reported cases, both panhysterectomy and excision of the rectum had been carried out for the cure of adenomyoma in this situation. He would emphasize the point, however, that whenever possible radium and X-rays should be given a fair trial before heroic surgical measures were advocated.
Dr. CUTHBERT DUKES said that amongst the collection of pathological specimens in the room almost every variety of innocent tumour of the large intestine was represented. He referred to two cases of multiple neurofibromatosis of the large intestine recently reported in Virchows Archiv (261 Band, 1 Heft). In speaking of the nomenclature of intestinal tumours he pointed out that the words papilloma and polyp were gross anatomical terms giving no informiiation as to minute structure or function. They were useful for describing what was seen with the naked eye, but if, on microscopical examination, the tumour was found to be a glandular one, it was more accurate to speak of it as a papillomatous or sessile adenoma, or as a pedunculated adenoma. He referred to the difficulties which beset the histological examination of tumours of the rectum and neighbourhood owing to infection with bacteria. from the bowel.
Mr. LIONEL NORBURY mentioned a case of a large pedunculated adenoma of the rectum in which, after removal by ligature, early malignant changes were found in the base. After treatment by radium, induration soon became evident at the site of operation. The rectum was subsequently removed by perineal excision.
Radium appeared to stimulate the growth, and in such a case it was wiser to remove the rectum as soon as a definite diagnosis of malignancy had been obtained by microscopical examination. He also mentioned a case of villous papilloma of the rectum in a female patient, aged 44, in which a profuse watery discharge was present; such a discharge being common in this class of case. The tumour was removed locally and proved to be a simple growth. Recurrence soon occurred locally and this was excised, no malignant change being found microscopically. A course of modified deep X-ray therapy was employed with no further recurrence after nine nmonths. He advised X-ray treatment after removal of such tumours. DURING the night of December 5, 1925, a woman, aged 45, was seized with severe abdominal pain in the right iliac fossa accompanied with nausea and extreme tenderness.
Intramural Abscess of Colon
On the following day I removed an acutely inflamed appendix. When examining the abdomen, before operation, I felt a hard and movable lump in the epigastric region, which I investigated after removing the appendix. The lump proved to be in the wall of the transverse colon and it had the naked-eye appearance and the feel of
